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Abstract
Systemic racism is affecting all sorts of systems in America, specifically the
healthcare system. When it comes to racial implicit bias in healthcare, it could involve
race, gender, weight, education, and more. Depending on how qualities of patients affect
the physician subconsciously, this could affect the quality of care a patient receives. An
understudied area of bias in the healthcare system involves how a patient’s race and
health insurance affects physician implicit bias. In this study, we examined whether a
patient’s race would influence whether the physician thought the patient would pay with
either private insurance or Medicaid. We found that physicians were more likely to
expect Black patients to pay with Medicaid, or government-assisted insurance, than white
patients.
Background
Systemic Racism
Systemic racism is no secret in America. Racism is defined as a system built on
ideologies of inferiority that rank and categorize resources to different groups.[1] From
the early 1500s to the present day, racism has taken multiple forms from slavery and
segregation, to laws, policies, and practices. It is argued that racism is not as prominent in
the United States anymore; however, according to Polycarp Ikuenobe, who works in the
department of philosophy at Kent State, “I argue that racism is not seen as prevalent
today because the commonplace views of racism fail to capture the more subtle and
insidious new forms of racism”. [2] There are no longer slavery and camps, but laws and
biases continue to exist that disproportionately disadvantage minority groups in America
every day. White biases, practices, and policies were built into the American system
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when it was being created. Racism is present everywhere in the world: economics,
politics, education, healthcare, and the court system. It just may not be the typical forms
of racism from the past. Today, systemic racism is said to be “...[a] broad range of whiteracist dimensions: the racist ideology, attitudes, emotions, habits, actions, and institutions
of whites in this society”. [3] The United States was created by white people making it
easy to uncover how these racist practices, implicit or explicit, were squeezed into every
crack of America. This concept must be understood well to see how this creation of the
system has led to the racial inequities we see today.
Racism In Healthcare
This specific conversation will revolve around racism in the American healthcare
system. According to one study, the authors claimed “Dealing justly with racial
inequalities in health requires a conceptual analysis realistically assessing society's whiteracist roots and contemporary structural-racist realities”. [4] Organized healthcare in
America began in the mid-1700s by a white society. At this time of American history,
people of color were seen as completely inferior, or property, and did not have any power
or rights in the country. If the people who built this system and created the laws viewed
Black people in this way, then the way healthcare was provided to them was filled with
these thoughts.
David Williams and Toni Rucker said in their research, Understanding and
Addressing Racial Disparities in Health Care, that “Systematic discrimination is not the
aberrant behavior of a few but is often supported by institutional policies and
unconscious bias based on negative stereotypes”. [1] Fast forward to modern day
medicine, there is still an underrepresentation of Black physicians and workers in
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America’s healthcare system. According to data that the American Association of
Medical Colleges (AAMC) reported in 2018, 56.2% of active physicians were white and
only 5.0% were Black or African American. [5] The presence of underrepresented groups
shows that the distribution of physicians by race is largely affected by implicit bias. The
United States Census Bureau recorded that of the total American population, 76.3% are
white, and only 13.4% are Black. [6] The Black community is already quite small
compared to the white community in America, and even more so, 5.0% the 13.4% Black
Americans who are physicians is a concerningly small number to be a part of such a large
healthcare system.
Medical biases are still here but they are much more discrete. A report named
“Unequal Treatment” that was published by the Institute of Medicine (IoM) concluded
“...even when access-to-barriers such as insurance and family income were controlled for,
racial and ethnic minorities received worse health care than non-minorities, and that both
explicit and implicit bias played potential roles”. [7] Inequalities involving treatment, the
time it takes to receive medication, patient-physician conversations, and other aspects of
access to health care are prominent in America’s system. Different diagnoses and
medications are often used based on whether the person is black or white. A large study
examined 1.7 million hospitals and looked at crucial procedures in 77 different disease
cases, determining whether Black patients were receiving these procedures at the same
rate white patients were. [8,9] Harris and his colleagues found that “After controlling for
patient age, severity of illness, health insurance and hospital type, blacks were
significantly less likely than whites to receive a major therapeutic procedure in almost
half of the 77 disease categories”. [8,9] Previous studies have also shown that Black
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patients are diagnosed with schizophrenia and other psychotic disorders at a greater rate
than white patients. [10,11] Social dynamics between patient and physician change in
conversations and explanations when the races differ. For example, one study showed
that physicians who presented more implicit bias were more likely to “command” during
patient/provider conversations. [12,13] Likewise, another previous study showed that
physicians with more implicit bias were more likely to “dominate conversations with
Black patients than were those with lower implicit bias”. [12,14] A broad conclusion can be
drawn that the type of healthcare a person receives changes based upon their own race
and that of their physician.
Implicit vs. Explicit Bias
To understand why we are seeing these disparities in healthcare, we must consider
explicit and implicit biases. Someone with an explicit or conscious bias will outwardly
show this bias or opinion; this type of bias is processed at a neurological level of which
the person has conscious awareness of. [12] Contradictory to this, implicit or unconscious
bias is an automatic feeling or belief about others or something that can contribute to
their attitude and behavior. According to the Theory of Aversive Racism, “People may
hold negative nonconscious or automatic feelings and beliefs about others that can differ
from their conscious attitudes, a phenomenon known as implicit bias”. [7] Any type of
bias can be dangerous. Explicit bias is easier to break down and understand, but implicit
bias can be much more detrimental than most people realize. Inward or unconscious
beliefs can influence one’s outward opinions about someone or a group of people.
According to the Perception Institute “The mind sciences have found that most of our
actions occur without our conscious thoughts”. [15] Furthermore, implicit thoughts are

7
what often catalyze our explicit actions. When examining this phenomenon in terms of
America, the people who created this country were predominantly white and racist. It
wasn’t until the Civil Rights Movement in the mid-1900s that people began fighting to
end racism. Still, to this day, some people believe that specific minority groups are
inferior to white people. Darren Hutchison, from the College of Law at University of
Florida, wrote, “Many white Americans believe that they live in a post-racial society.
Academic research and other data repeatedly disprove this perception”. [16] As a society
we must recognize that racial disparities and inequalities are projecting in our country, it
just may not come in the forms of laws and segregation. When examining how there are
still racist policies, laws, or ideas in the healthcare system, implicit bias should be part of
the discussion.
Physician Implicit Bias in Healthcare
Unconscious thoughts are powerful because people are unaware, they are acting
on or pursuing their bias. Prior to beginning to practice, physicians take the Hippocratic
Oath, which is a vow to treat all patients with respect. [17] The issue with implicit bias is
that no one truly knows when they are acting on their own subconscious feelings or
opinions. Implicit bias is nearly inevitable and even though physicians swear to handle all
patients with respect, they may not realize that they treat a black person differently than a
white person. A previous study explained that “The attitudes and behaviors of health care
providers have been identified as one of many factors that contribute to health
disparities”. [18] According to the NCCC, “Implicit bias can interfere with clinical
assessment, decision-making, and provider-patient relationships such that the health goals
that the provider and patient are seeking are compromised”. [12] This imbalance in

8
healthcare leads to disparities and ultimately can affect the care that a patient receives.
The Perception Institute wrote “White physicians who implicitly associated black patients
with being “less cooperative” were less likely to refer black patients with acute coronary
symptoms for thrombolysis for specific medical care”. [15]
Depending on the race of the patient, dynamics of conversations may change,
access to medication or treatment differs, or even the time spent on treatment or
evaluation may shift. When a physician is conveying implicit bias, patients can recognize
it as well. Bias has been a difficult attribute to measure because in the past it could not be
recorded. Recently, physicians’ implicit bias has been quantitatively measured with the
Implicit Association Test (IAT). The higher implicit bias scores a physician had, patients
saw this behavior and, “...[had] difficulty remembering what their physicians told them,
had less confidence in their treatment plans, and thought it would be more difficult to
follow recommended treatments”. [19] In one study, 18 non-Black/African American
oncologists and 112 Black/African American patients, it was found that patients thought
conversations were “less patient-centered” and had “greater difficulty remembering
conversation contents” when they had to interact with an oncologist with a higher
implicit bias score. [19] Not only is there a lack of trust from physician to patient, but
patients have also already lost trust in those who are supposed to provide them the care
they are paying to receive. This gap between the validation of provider-patient
interactions is a harmful outcome of implicit bias being used in creating the healthcare
system known today. One area that has not been widely studied is whether race causes
physicians to have an opinion on patients’ medical insurance. Depending on the type of
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insurance physician thinks a patient is paying with - they may offer them different
treatment options.
Insurance
Health insurance is used daily in America, whether that it is paying for a checkup,
surgery, prescription, or medical test. When it comes to paying expensive medical bills,
private or public health insurance is used. According to Basu et al., “Private health care
can be provided through for-profit hospitals and self-employed practitioners, and not-forprofit” non-government providers, including faith-based organizations”. [20] Public health
insurance is usually issued through the government in the form of assistance programs.
Two of the most common public health care programs include Medicare and Medicaid. In
the Social Security Act, Title XVIII, or Medicare, was implemented to provide health
insurance to the elderly and disabled. [21] Different from Medicare, Medicaid, or Title XIX
of the Social Security Act, are “...entitlement programs that pay for medical assistance for
certain individuals and families with low incomes and resources”. [21] This form of
insurance pays for the bulk of health care expenses of poor Americans.
A lack of health insurance builds barriers and increases the difficulty to receive
access to healthcare, but even individuals with health insurance can face discrimination
depending upon the exact type of insurance, or lack thereof, a patient uses. A group of
researchers studied the effects of discrimination in a health care setting based on whether
one has insurance and found that, “...uninsured blacks and Hispanics were more likely to
report that they had experienced racial and ethnic bias in the health care they received
than did their privately insured counterparts”. [22] Depending on the type of insurance
payment a patient will be using, a physician can discriminate against patients due to the
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different insurances covering more or less of treatments which affect the payout rate for
the physician. Previous data have shown that “...black and Hispanic older adults are
considerably less likely to have private insurance and more likely to receive Medicaid or
to have Medicare as their only insurance”. [23] Minorities with these types of insurances
are at higher risk for less sufficient treatment options, medical advice, or access to
medications because physicians know they may not be getting paid as much. It was
reported that “...physicians may sort patients by their insurance status, serving patients
with public insurance differently than other patients... some physicians are not willing to
accept Medicaid patients because of the low reimbursement rates”. [24] Not only do
patients face inequalities based on race, gender, age, and education, but the type of
payment they need to use can affect how a physician evaluates and treats their condition.

Purpose:
Racism exists broadly within all U.S. institutions and systems, including the
healthcare system. To understand the effects of systemic racism, implicit bias must be
investigated. The purpose of this study to determine whether physicians’ implicit biases
influence their expectations of the patient health insurance coverage by assessing if there
are differences in what a physician predicts the patient to pay with based on race. Health
disparities take the form of many different aspects of healthcare, and this is just one of
many. In this study, we predict to see that physicians will expect more Black people to
have government-assisted health insurance, or Medicaid, than white people based on their
implicit biases around race.
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Limitations
One limitation to this study is that it was given in 2009. This is 13 years ago and
there have been movements pushing equal rights and programs working to eliminating
racist policies in the period since the study was conducted. For example, the Black Lives
Matter movement occurred in the summer of 2020, sparking conversation about, and
leading to the current push to fight racial inequities in society. Thus, the movement
motivated many companies, schools, and groups to provide education on how and where
racism exists today and the progressive steps that can be taken to end it. Regarding the
health care system, racial biases may be more addressed now than they were in 2009.
A second limitation includes how race was categorized. This survey had 5
categories for a race: White, Black/African American, Asian, Native Hawaiian/Other
Pacific Islander, American Indian/Alaska Native. One major group that was not defined
separately was Non-White Caucasians or someone of Hispanic/Latino ethnicity. There is
a large Hispanic population in the United States that is underrepresented in this research.
A third limitation of this study is the wide difference between the number of white
and Black patients that were used in the survey. There were about six times more white
patients than Black patients accounted for in this survey
A fourth limitation is we do not know the race or sex of the physicians in this
study. Knowing the race and sex of the physicians would have allowed for a more indepth examination of implicit bias. This lack of this information limits the study due to
there being no differentiating of implicit bias towards patient based on physician
characteristics.
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Lastly, implicit bias cannot necessarily be quantified. One thing that must be
understood in this type of study is that correlation does not mean causation. We are not
fully able to measure the degree of actions caused by implicit bias because it is an
unconscious action.
Materials & Methods
Sample
The National Ambulatory Medical Care Survey (NAMCS), 2009 (ICPSR 31482)
was used in this study. [25] This survey came from the National Archive of Computerized
Data on Aging. The NAMCS is a survey conducted by the National Center for Health
Statistics, the Centers for Disease Control and Prevention (CDC). It is based on patient
visits to in-office physicians. 1,445 total physicians responded and participated in the
survey.
The patients that were chosen in this study had to have listed their race as either
“White Only” or “Black/African American Only.” To look at the bias physicians may
have about race and type of insurance, the patients who were chosen also had to have
either private insurance or Medicaid (government insurance). To make the sample more
specific to physician bias around insurance based on race, patients were only used in this
study that were expected to have private insurance or Medicaid by the physician.
A total of 14,481 patients were included in this study. Included in this sample
were 12,555 people who considered themselves as “White Only” and 1,926 people who
considered themselves as “Black/African American Only.” Of the white patient sample,
10,426 patients had private insurance, 2,195 had Medicaid, and 66 had both. Of the Black
patient sample, 1,044 patients had private insurance, 898 had Medicaid, and 16 had both.
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Variables
The independent variable of this study is race. Patients impute their own race into
the survey. Participants were only included if they stated their race as either “White only”
or “Black/African American only”.
The dependent variable is physician’s expectations of patient insurance.
Participants were only included if the physician had expected their insurance to be either
“private insurance” or “Medicaid”. For the purposes of this study, patients who stated
their insurance was “worker’s compensation,” “self-pay,” “no charge,” “other,” or
“unknown” were excluded.
Controls
There are many other important factors that may play a role in implicit bias in the
medical field. Three important variables chosen for this study include “Sex”, “Percent of
population in patient’s zip code with bachelor’s degree or higher”, and “Percent of
poverty in patient’s zip code.”
Strategy
To determine if race influenced physician bias when it comes to insurance, a
binary logistic regression was performed to predict any relationship between physician
expectations of insurance and race of the patient. A correlation matrix was also
performed to determine if any variables were positively or negatively associated together.
Two different statistical software were used for computations throughout this study:
Statistical Package for the Social Sciences (SPSS) and Microsoft Excel.
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Results
Physician Expectations of Patient Insurance
The physician expectations were analyzed based on patient race. Of the 1,926
Black patients, physicians expected 46% of this sample to have Medicaid as their primary
insurance. In contrast, 53% of the Black/African American only sample were expected to
have private insurance (Table 1).
Of the 12,555 white patients, only 17% were expected to have Medicaid versus
82% expected to be using some type of private insurance.
Binary Logistic Regression
A binary logistic regression was performed in SPSS to predict whether the
dependent variable (physician expectation of insurance) could be predicted by the
independent variable (race). Patients that were expected to have private insurance by
physicians were coded as “0” and those who were expected to have Medicaid were coded
as “1” (Table 2). The target group is the surveyors who were predicted by the physicians
to have Medicaid.
To ensure the model we are working with was statistically significant, multiple
statistical tests were performed. The first was an Omnibus Test of Model Coefficients.
This test showed a p-value of p < 0.05 (Table 4), meaning our overall model is
statistically significant. From there, a Model Summary was done which contains the Cox
and Snell R2 and Nagelkerke R2; these values are used to calculate any variation in the
dependent variable. Cox and Snell R2 (0.122) and Nagelkerke R2 (0.189) show that the
variation of our dependent variable ranges from 12.2% to 18.9% (Table 5). Lastly, a
Hosmer and Lemeshow Test was done to test the null hypothesis to test the fit of the
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model’s predictions. A chi-square of 11.566 (p = 0.116) shows that the model is a good
fit (Table 6).
The next portion of the binary logistic regression consists of predictions by the
software based on our model. According to Table 7, of the patients who were expected by
physicians to have private insurance, 96.5% of these cases were predicted correctly by
the model. Likewise, of the patients were expected to have Medicaid by physicians, the
model only correctly predicted 18.4%. Overall, 79.8% of these cases were predicted
correctly (Table 7).
To understand if the dependent variable could be predicted by the independent
variable, Table 8 examines the B values which determines how the dependent variable is
predicted by the independent variable. The independent variable race (B = -1.078, Exp(B)
= 0.340) had a negative predictive relationship with the target group (Table 8). This
indicates when this predictor group increases (1 = White), they are to be associated with a
decreased target group score (0 = expected by physician to have private insurance). The
first control variable, sex (B = +0.171, Exp(B) = 1.186), had a positive predictive
relationship with the target group. When this predictor increases (1 = female), there will
be an increase in target group score (1 = expected to have Medicaid by physician). The
next control variable, % of poverty in patient’s zip code (B = 0.442, Exp(B) = 1.556) also
had a positive predictive relationship with the target group. When the predictor score
increases (increase in % of poverty in patient’s zip code), the target group score will
increase (1 = expected to have Medicaid). The last control variable, % of patient’s
population with a bachelor’s degree or higher (B = -0.387, Exp(B) = 0.679), has a
negative predictive relationship with the target group (Table 8). This means as the
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percentage of patient’s population with a bachelor’s degree or higher decreases for a
group of patients, they will be more likely associated with an increased target group (1 =
Medicaid).
Correlation Matrix
A correlation matrix was performed between the independent variable (race) and
control variables (sex, % of bachelor’s degree in patient zip code, and % of poverty in
patient zip code) to determine if any of the variables are associated with one another.
Most of the variables had nonsignificant or little to no correlations except % of poverty in
patient’s zip code and % of population with a bachelor’s degree in patient’s zip code
(Table 9). These two variables had a significant negative correlation value above 50% (0.678). This shows that when one of the variables increases, the other decreases. When %
of poverty in patient’s zip code increased, it was correlated with a lower percentage of
people with higher than a bachelor’s degree in the patient’s zip code.

Table 1. Physician Expectations
Total number

Physician Expectation
Medicaid
Private Insurance

Black Patients
1926

898 (46%)

1028 (53%)

White Patients
12555

2195 (17%)

10360 (82%)
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Table 3. Categorical Variable Coding
Sex

Frequency

Coding
Parameter

Male

5858

0.000

Female

8623

1.000

Black/African
American Only

1926

0.000

White Only

12555

1.000

Race Imputed
by Patient

Table 4. Omnibus Tests of Model Coefficients
Step
Block
Model

Chi-Square
1888.583
1888.583
1888.583

DF
4
4
4

Sig.
.000
.000
.000

Table 5. Model Summary
-2 Log likelihood

Cox & Snell R2

Nagelkerke R2

13133.276a

0.122

0.189

Table 6. Hosmer and Lemeshow Test
Chi-Square
11.566

DF
7

Sig.
0.166
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Table 7. Model Predictions

Observed
Phys. Expectation

Private Insurance

Predicted
Physician Expectation
Private
Medicaid
Insurance
10991
397
2525

Medicaid

%
Correct
96.5

568

18.4

Overall %

79.8

Table 8. Variables in the Equation

Variable

95% C.I. for
Exp(B)
Lower
Upper

B

S.E.

Wald

DF

Sig.

Exp(B)

-1.078

.055

384.097

1

<.001

.340

.306

.379

.171

.045

14.357

1

<.001

1.186

1.086

1.296

.442

.014

963.693

1

<.001

1.556

1.514

1.601

% with bachelor’s degree or higher
in a patient zip code

-.387

.014

741.247

1

<.001

.679

.660

.698

Constant

-.693

.063

119.859

1

<.001

.500

Race
Sex
% of poverty in a patient’s zip code
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Discussion
This study examined the relationship between race and physician implicit bias.
Although implicit bias cannot be quantitatively measured, we studied the association of
certain factors, specifically race and physician expectation of patient insurance, to
determine if physicians believed patients would have private insurance or Medicaid based
on their race. We predicted that physicians would be more likely to expect Black patients
to have government-assisted health insurance, or Medicaid, than white people. Our
results were consistent with our hypothesis and previous research.
Physician Racial Bias
After analysis of our data, it was consistently shown that if a patient was Black,
then a physician was more likely to expect them to have government-assisted
insurance/Medicaid. Likewise, if a patient was white, the physician was more likely to
expect them to have some type of private insurance. Previous research and statistics have
shown that Black people in America are more likely to receive unfair treatment and a
lower quality of care in the healthcare system. [18] The reason for this could stem from
implicit bias. Doctors know that when a patient uses Medicaid, they are going to receive
less pay for service than if the patient was using private insurance. Knowing they might
receive a lower payment, doctors could subconsciously provide a lower quality of
service. If physicians have had prior experience with more of their Black patients using
Medicaid, then Black patients are more likely to be discriminated against and treated
unfairly when having encounters with their medical providers. Overall, we found that the
race of a patient was able to predict physician expectation of health insurance.
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Physician Gender Bias
Meanwhile, we had other interesting findings. As one could guess, implicit bias
does not just perpetuate racism, but it also happens to influence sexism. According to our
data, females were more likely to be expected to have Medicaid than males. This may
come from the stigma or that men are more likely to make more money and are
considered providers. If physicians are expecting women to use government-assisted
insurance, there is a chance women are more likely to be associated with receiving worse
care. According to a study, women were far more likely to rely on having Medicaid than
men. Likewise, the study found that “…expenditures on physician services, conditional
on use, for women were almost $500 less than for men after controlling for other
characteristics”. [26] Less money being spent on women healthcare could be because
physicians think their patients who are women will be paying with Medicaid. This
gender disparity based on implicit bias is a factor that can be contributing to lower quality
of healthcare for women. Biases are preventing physicians from providing the best care
they can be due to the racist and sexist ideas, consciously and subconsciously, instilled
over years education and ways of learning that have become a part of our American
healthcare system. The sex of a patient and the quality of care the patient receives may be
related and associated with physician implicit bias.
Physician Demographic Bias
Another area we tested was physician expectation based on patients’ zip codes.
Our data showed a significant difference in the way physicians predicted their patients’
insurance based on the percentage of poverty and percentage of bachelor’s degree in their
zip code. As we expected, physicians were more likely to expect a person to pay with

21
Medicaid if they lived in a zip code with a higher percentage of poverty. Inversely, if the
patient lives in zip code with a large percentage of people with a bachelor’s degree or
higher, physicians expected these patients to use some type of private insurance.
Physicians likely stereotype patients with more education to have a larger income that
they would use for private insurance. Patients seem to be judged based on where they live
and the demographics of their home zip code. If patients are living in a geographical
location where there is very low-income housing, less job opportunities, and low taxes, a
physician may automatically assume that they simply cannot afford a private insurance
and therefore, expect them to use Medicaid. As mentioned previously, if the physician is
already set on their patient paying with Medicaid, they could potentially treat the patient
with a lower standard of care because they think they will not get paid as much for their
service as they would be if the patient was using a private insurance.
The Effects of Implicit Prejudices in Healthcare
No patient should expect limited and lesser treatment due to personal
characteristics (race, sex, zip code, weight, ethnicity, etc). Physicians use a plethora of
knowledge to make their decisions for care and treatment while the patients put their trust
in their provider that they will give them the best possible care. Unfortunately,
stereotypical biases are reinforced via education, training, and experiences. [17]
Implicit bias is no stranger in the healthcare system. Unconscious biases are
affecting many different realms of healthcare which is why this study is significant. In
lacking the absolute measurement of implicit bias, we can see that physicians’ decisions
are vulnerable in the face of unconscious, previous knowledge. Healthcare inequities, in
this case, racial inequities, are not as uncommon as we may think. Not only are Black
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people suffering from insurance-based discrimination, but they are also more likely
encounter poorer quality of healthcare leading to health issues such as higher blood
pressure, stroke, kidney failure, and diabetes than white people.[27] Why do we continue
to see this every year? It can be said that implicit bias and stereotyping are playing a large
role. According to Chapman et al., “…uncertainty and time pressure surrounding the
diagnostic process may promote reliance on stereotypes for efficient decision-making”.[17]
Accordingly, a patient may receive low-quality service due to their medical provider’s
previous experience in a similar situation. Prejudices such as these will prevent our
healthcare system from treating all patients fairly, putting racial biases in the past, and
ultimately it will limit the advancements and progression that our healthcare could make
in the future.
Future Directions
To conquer implicit bias, people must become aware of what it is and how it can
affect others. In a field of professionals who pledge to provide all patients with the
individualized respect and the highest quality of care, it is difficult to admit that there
may be unconscious bias inhibiting this pledge. [17,28] According to the Institute for
Healthcare Improvement, “To achieve health equity, health care organizations have a
responsibility to mitigate the effect of implicit bias in all interactions and at all points of
contact with patients”. [17,28] A top-down approach to ridding of racial prejudice could
provide a lasting impact for the healthcare system. It begins with educating and training
providers on implicit bias and how to work around it. Bias is inevitable, but it can
become dangerous if our healthcare providers allow it to sway their decisions. Beyond
provider training during medical school, it is the work of the medical facility to
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implement policies and continuing education on biases that may be evident every day,
teaching their providers that it does exist and ways they can become more aware, so they
do not allow it to affect their care. Although unintentional, physicians must become more
informed of their own biases and recognize how it is limiting their service to their
patients.

Conclusion
This qualitative study agrees with previous researchers that implicit bias is
evident in the healthcare system. In our research, we discovered that the race of a patient
is likely to influence their physician’s expectations of patient insurance. Our results
revealed that physicians were more likely to expect a Black patient to have governmentassisted insurance than a white patient. This finding ultimately exhibits one way how
racial implicit bias presents itself in the medical field. Racial implicit biases can lead to
less respect, lower quality of treatment, and overall, poor healthcare. Further studies
should continue the research and educate on implicit bias and how it can cause
detrimental effects in patient care. It is institutionalized bias that must be addressed and
dealt with in training, practices, and policies. Racial biased guidance cannot be used as a
short-cut to provide adequate healthcare. If physicians intend to form trusting
relationships with their patients, the physicians must always have the patient’s best
interest, regardless of race, sex, gender, weight, insurance, demographics, and anything
else that implicit bias can be affected by. As society works towards removing racial
implicit stereotypes, the medical field owes it to their patients and their providers to
follow in these footsteps.
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